A case presentation indicating the importance of "happiness" in childhood causing memory block until the patent presented with probable mixed vascular and neurodegenerative memory loss at 60 years of age is presented to highlight the role of emotional factors in causing the disease. The question of whether Alzheimer's disease is an adaptability disorder is raised, given the patient blocked out her memory of her childhood experience. The importance of "happiness" as a treatment goal raises issues of advocacy and Guardianship as well as capacity, which is addressed by actual case reference and court action in defence of the patient's rights to have their wishes respected and observed. Functional mental capacity assessment, using the Functional Mental State Measure (FMSM) gives a greater indication of neuronal reserve than standard cognitive testing, as it helps to unravel the dilemma associated with pure cognitive assessment in Alzheimer's Disease as well as vascular dementia patients and patients who, despite retained and intact functional capacity and ability to express their wishes, i.e. "best interest", are "wrongly" placed under Guardianship. A General Systems approach, which recognises functional interaction as optimal and withdrawal or inadequate and/or inappropriate response as not, provides further understanding of the relationship between emotional factors, memory and neurodegenerative (Alzheimer's) disease.
Aim
To raise the question of happiness in prevention of Alzheimer's Disease and to guide patient management.
Introduction
Since the Nun study [1] , linguistic ability (as an index of cognitive performance) at base-line has been the focus of attention in terms of development of Alzheimer's Disease though terms of happiness used is found to be associated with longevity [2] . The Scottish tracking study shows that perceived health manifests with less memory impairment and disability in old age [3] . Different factors determine functional reserve including cognitive reserve [4] or neuronal plasticity and vascular factors as well as neuronal regeneration. This indicates that functional reserve which declines with time and which defines aging [5] is determined by initial reserve capacity or brain capacity [4] , and by degradation rate over time, though an individual's decline rate may vary depending on the social stressors they encounter. These include nutritional environment, in terms of physical health and mental stimulation as brain "food", and the effects of parental nurturing and socioeconomic factors that may impact to determine physical and mental health and wellbeing, even in old age [6] .
The eco-social environment [7] is an important consideration in terms of holistic care and disease prevention. Epigenetic factors and/or familial factors may also play a part in memory development [8] [9] , as was suggested in 1982 they do in hypertension development [10] . In terms of General Systems Theory [10] cellular and behavioural responses are directed to maintain the constancy of the external milieu [10] . When escape cannot occur, the organism is forced to adapt [11] . Maladaptive responses are either inappropriate and/or inadequate. In an interactive human situation this may apply either to the giver or receiver, or to both. It may present as a behavioural or memory disorder, whereas adequate and appropriate responses to environmental changes, challenges or stressors, to which the organism, or person, with or without aid, responds results in functional interaction and happiness. This is an ideal outcome. Cellular, including genomic, epigenetic, transcriptional, metabolic subcellular and cellular mechanisms may be affected or be involved in a reinforcing way, either as a result of the behavioural response or in response to emotion that triggers it.
Study of epigenetic factors as a science has burgeoned since 1990. Various factors have been looked at. Emotional factors may play a part in determining reserve capacity or determine activity of neuronal mechanisms that affect memory, as stress can affect memory or concentration. Chemical drivers or immune responses may be at the core of this [12] , or, altered responses of metabolic pathways that remove unwanted memory or limit formation of "good" memory or any of the above may determine the final common pathway, which presents as a neurodegenerative process. Whether this is an adaptive phenomenon to either recall "happy" memories or to forget unhappy ones, remains to be determined.
Memory dysfunction in old age may be a mixed disease, due to vascular insufficiency or neurodegenerative effects. Common to both of these may be the effect of emotional "state" or stability. The following case report suggests that this view is an important one that needs to be considered, timing of which may also be critical to determining outcome.
Case History
JF 60 y, married, presented with profound short-term memory loss of several months duration. She expressed that she "has always had 'block-out' memory that helped her to cope with orphanage life from four and a half years of age", which she described as "horrible, frightening, bullying, belting by the nuns-they were brutal. Not all of them". "The more smacks you get the better you'll be. I was as frightened as the children being taunted". "This has all come up to me recently. I have never spoken about it to this extent, (because of) fear, very much so..."
Results
Normotensive and not diabetic. There was no obvious periodontal disease present [13] , though she did mouth breathe [14] . The Folstein Mini-Mental State test score was 21/30 in May, 24/30 on retesting in September that improved with an acetylcholinesterase inhibitor (AChEI) or anti-cholinesterase to MMSE 27/30, with loss of short-term word recall, but feeling better.
The patient's finger nails, Figure 1 , shows "nail band width" widening (N estimate < 2 mm), the nail bed shows terminal recession in an irregular manner and a splinter haemorrhage is noted in the middle finger nail at the proximal edge of the nail band that suggest microvascular involvement in agreement with the micro infarcts seen on brain MRI, Figure 2 . Carotid Doppler showed mild plaque. Temporal lobe atrophy, bilateral, was found on MRI, Figure 3 . 
Discussion
The patient presented with loss of short term recall which she attributed to "blocking" the memories of an unhappy childhood when from the age of four she was placed in a convent where fear inducing anti-bedwetting codes was used which terrified her.
If happiness provides the best milieu for growth and development and learning, then unhappiness may impair this and lead to neurodegenerative and or dementing illness.
The adage "use it or lose it" may occur due to "emotional state" and explain the idea that depression or emotional withdrawal is also associated with cognitive impairment and memory loss while mental stimulation helps to retain it. It is also possible that memory or recall differs in older age. Fernandes showed that when objects were presented to older subjects in a meaningful or recognisable context for them to recall, their results improved and the memory differences between young and older subjects disappeared. It made no difference to recall in the younger group as to whether material presented was in abstract form or in a way that was personal, or familiar and contextual [15] . This raises questions as to the effect of meaning or whether emotional ties influence recall in older age, and whether deep seated connections influence recall in older persons that are not required in younger persons. Similarly, one needs to ask, "is Alzheimer's an adaptability disorder" [16] that impairs memory development even in the young due to "blocking" that leads to temporal lobe atrophy, amyloid deposition and tangles, by removing contextual recall as well as the event, i.e. by removing the emotional component? If so, it behoves us to look as early as childhood, and during fetal development in utero, to determine whether unhappy memories that are blocked leads to temporal lobe atrophy and short-term memory loss, a significant feature of Alzheimer's Disease and whether happy experiences do not [16] .
Was Alzheimer's Disease present in this patient? The nail findings and micro-infarctions seen in the subcortical region are more indicative of a vascular picture [5] [17] . However, the response to treatment with an acetylcholinesterase inhibitor, which was tested by Mini-mental Sate examination, could have been spuriously affected and change notwithstanding medical treatment or showed a response expected of a neurodegenerative process rather than a vascular one. In addition to localised subcortical micro infarction, bilateral temporal lobe atrophy, on Brain MRI, was reported. Whichever condition predominates, the patient's report on presentation led to the question, "Is Alzheimer's disease an adaptability disorder?" [16] . Could emotional impact and the response to it determine intellectual development, functioning and reserve and cause loss even of short-term recall in later life?
Early life effects are becoming increasingly recognised as a factor in later onset of disease [18] [19] and aging [9] . These could also determine intellectual development, functioning and reserve and cause loss, even of short-term recall, in later life, either through neuronal or vascular epigenetic developmental pathways that result in neurodegenerative or vascular insufficiency disease [8] [10] [13] .
Biological (cellular, physiological and social) stress related environmental factors are recognisable and modifiable and therefore can be used in the prevention and treatment of disease. The recent Nobel Prize in Medicine was awarded to Elizabeth Blackburn and Colleagues who in collaborative studies showed that women exposed to stress have altered telomerase activity and shorter telomeres-in other words age faster [20] , indicate that stress is an important factor in determining lifelong patterns of aging and or disease.
Wellness may therefore carry an adaptive advantage, whether this is physical, mental or emotional. Dementia syndromes focus on cognition and there is evidence that cognitive challenges may alter the course of the disease in animals experimentally placed in more environmentally stimulating conditions [21] , whereas even in humans withdrawal has adverse cognitive function effects associated with changes in brain structure [22] .
The focus of cognitive input has left the field of emotion free of challenge and purpose in terms of capacity and cause of memory loss. In this case report, the suggestion raised is that childhood memories do impact on memory, then and later, and suggests that unhappy memory results in memory block, which happened in this patient, that manifests in later adulthood with Alzheimer's disease. No family history of Alzheimer's disease was able to be obtained other than of siblings not known to have symptoms of disease, all of whom attended the boarding school, were also orphaned but each had different challenges and responded to their situation differently. Mrs. JF was also accosted by her holiday host to the extent that she threatened she would jump out of the window to avoid anything from happening.
Although anecdotal and unable to be scientifically proven by this case report alone, the suggestion is nevertheless an interesting one, as emotion and fond memories may be protective and ought to be encouraged. Feeling good about oneself and one's past helps one to develop an ethical awareness as well as cognitively, producing an interaction of effects that are adaptive and beneficial and which permit more space for random access memory as well as storage of memory and memory recovery, and at a cellular level regeneration and plasticity.
Response to the same situation could also result in schizophrenic syndromes as a result of withdrawal from a seemingly insensitive and rather crass world as perceived by the sufferer, whose condition is an adaptation, by withdrawing from the world completely. Similarly depression is, in the writer's view, the result of an "egocentric" world view [23] or of comparison. Having a negative self perception leads to blaming others, from which manipulation results [23] . On the other hand, feelings of unhappiness or happiness are a reflective state that flows from actual incidents. These may have impinged on the person's rights, with feelings of having been violated, that one feels one cannot do anything about. This leads to feeling alienated and without hope, which is why faith is so important for recovery from and overcoming such challenges. Parenting skills come into this as they determine who feels assured and who does not [24] . Clearly, orphaned children and fostered children were not included in that debate [24] . These issues indicate the importance of maintaining an optimal external environment according General Systems Theory [10] , which states that inadequate or inappropriate responses lead to disorder or disease and occur, whereas appropriate and adequate response have evolutionary significance [10] [14] . These clearly relate to an individual and to behaviour [7] [10] [22] [24] [25] [28] , and to both the giver and receiver in any situation. Happiness reflects an optimal eco-social [7] [14] situation.
If happiness is a factor in later memory function, and emotional stability is conducive to memory function, prevention may be possible through ensuring greater adaptability, increased reserve capacity and by proactively removing the factors that impinge on memory function throughout growth and development and into old age, as in each period factors may increase or reduce susceptibility to or from memory loss and disease. Ensuring a person's rights and encouraging happiness, whether to live in one's own home instead of being placed are challenges modern medicine now has to regard as intrinsic to patient wellness and quality of life [25] [26] .
Emotional factors may not only play a significant role during development and prenatally [9] . Emotion may be the last facet of humanity that remains within each of us, which is why it is first to develop and lasts, to the last gasp [27] , until death do us part. Knowingly, emotional response affects how we regard people and their wishes [28] . Do we need to have cognitive function to be managed according to our wishes [22] ? Or are emotional responses sufficient reason to have regard to our wishes, that were made known when we are able to cognitively give expression to them [21] ? We respond with fear to people who show anger, but to those who are affectionate and friendly we respond with reciprocal warmth, understanding and love. Why does it not occur to us to respond to a person's state of happiness in the same way. Is it because it does not directly affect us? It ought to. Compassion is a virtue which defines humanity. It needs to be present in us to recognise that even those who cannot voice their opinion in cognitive terms, do still appreciate to be comforted and loved, and understood in terms that they find comforting and meaningful, i.e. according to their wishes, which is the cornerstone that defines "best interest" [25] .
This issue has obvious significance for Guardianship and respect of rights of the individual under Guardianship, such as where they wish to be cared for, funds permitting that this can be arranged, if their request is to be cared for in their own home [23] [25] [26] . Asking the patient is an essential component of capacity assessment [29] - [31] and goal setting [25] [26] [32] . Using the Functional Mental State Measure (FMSM) [29] - [31] to assess mental capacity one obtains the person's own rating performance, which is compared to a health professional's assessment, using a simple, 1-7 rating score, based on the Functional Independence Measure (FIM) score [33] . The concordance or discordance of the scores is an indicator of capacity, which can also be an indicator of the need for treatment [29] [30] .
The advantage of a functional mental capacity assessment is that it tests what the patient can do in terms of activities of daily living and their recognition of the need for any help personally or in domestic tasks or community activities such as shopping, and by asking questions as to where they wish to live, who with them or they with whom, and whether they would like a pet, and can take their medication or call for help if required and under what circumstances, and whether they need help to carry out activities or to appoint a power of Attorney or advocate. Capacity assessment tests their belief as to what they can do or think they can do. Mental capacity is demonstrated by how accurately they assess that. It has personal relevance, which adds meaning and therefore interest to take part in the assessment. Cognitive testing, on the other hand, is abstract and measures what the person cannot do. The advantage of a functional mental capacity assessment over cognitive assessment is not recognised enough nor followed through. Cognitive assessment, including neuropsychological assessments which do not test functional capacity, but which are requested by "stakeholders", whether family members or appointed Guardians, or Tribunals and Courts [23] [25] [34]- [39] and often detect impairment are used to restrict a person's choice and Rights. The FMSM was developed to address this [25] [29]. This indicated an acceptance of standards that supported the view of the two senior Supreme Court judges who, on the basis that "findings of misconduct against a doctor are of some significance" granted leave to Appeal as the decisions below indicated "error and", in their view, "wrong, were the decision to stand" [36] . The ACHC standard and guidelines [40] showed that the profession [41] and public [42] accepted what the Chief Justice did not, but which the Appeal Court Judges who granted leave did [36] , as did the expert witnesses who testified before the Tribunal. They described Myers, as "a leader in the field", "his intentions are pure, whereas I (the other specialist) acted with expediency to save my own backside at the expense of the patient's happiness" and "Dr. Myers goes beyond the call of duty for his patients". The Tribunal failed to take notice and sided with the Medical Board. In hindsight, and given the ACHC standards recently proposed [40] [41], it is clear that the Supreme Court of Appeal Judges, including the Chief Justice, M Warren, who decided the matter, also erred, though reference to the Medical Treatment Act 1988, which the Chief Justice chose to ignore, at the time, already indicated their "error and wrong" [23] [36] . Similarly, the High Court judges, Hayne J. and Crennan J., in failing to grant special leave to Appeal the remaining 10/53 allegations, all ten of which were prefaced on there being Elder Abuse, they, in my view, spawned this singular opportunity to prevent, or at least warn against committing, Elder Abuse in Australia.
Happiness and Advocacy
As time would have it, the ACHC requirement [40] and call for inclusion to upgrade current practice [41] would show a correction was needed, and prove my view and actions, as veritable and correct, as Buchanan J. and Nettle J., in granting leave to appeal the Medical Board's, Tribunal's, Master of the Supreme Court's and Kaye, J., Supreme Court's decision, had done [36] . It was also against the Legislative provision as contained in the Medical Treatment Act 1988, the relevant Law in this case, which gives recognition to the patient's wishes and exonerates the doctor who advocates for his patient's rights to refuse treatment. Had her wish to go home, which was known to all at the time, been granted and her rights upheld, prior to the Tribunal decision that she be discharged home, as deemed palliative, it would have extended her period at home and her happiness. Keeping her there led to withdrawal, her refusal to eat, development of a leg ulcer and feelings of unhappiness. She desired familiar surroundings, proximity to her husband and his affection in their own home, where carers, she had employed to care for her, were to cook and clean, so that she and her husband could continue to live there together, as was their wish, to continue in their marriage of more than fifty years.
The President of the Medical Board, Dr. Joanna Flynn stated that "discharging the patient to a nursing home was acceptable". As it was against the patient's wish, that view cannot be upheld. It is a view that caused the patient's unhappiness and which is in conflict with the Medical Treatment Act 1988, Law and Human Rights. The Supreme Court of Appeal decision is likewise a violation of Human Rights [43] . Both decisions are at odds with the ethical practice standards that have been upgraded and reflect the advised current standards of practice that now pertain [40] . Dr. Myers' advocacy for his patients was noted by his peers and experts, to be, "beyond the call of duty", "ensuring his patient's happiness", some four-teen years before these newly recognised standards pertained, that "he is a leader in the field" who was ahead of his time. His advocacy and management is even more laudable, as it was in the face of opposition to his patient's wishes by a third party who complained to the Medical Board as she did not want her mother in law to go home, for selfish reasons. Indeed, in the preamble to the said Act, the Medical Treatment Act 1988 acknowledgement is made to the difficult circumstances doctors who advocate for their patients, may find themselves in. Persistence and endurance and the Tribunal's contemporaneous decision on the basis of the carer's testimony that the patient only trusted Dr. Myers, ensured the patient and her husband got their wish to being together in their own home, and her happiness, in achieving their wish and goal.
It is important to note that the legal/judicial system does have some components that turn for the good, as their Honours Buchanan J. and Nettle J. Even though 43 allegations had been dismissed already, in their consideration, based on the ten allegations (10/53) remaining, the case was still clearly worthy of an Appeal. They stated, "A finding of professional misconduct against a medical practitioner is one of some importance. Accordingly we think that there is a risk of substantial injustice being caused to the applicant if the decision is to stand although wrong. We are also of the opinion that there are tenable grounds available to the applicant with respect of correctness of the decision below". (A) Their Honours' succinctly worded decision was the only fair and unbiased decision, in toto, in this case, as in making it they both (i) took the patient's wishes into account (ii) noted error below and (iii) wrong were the decision to stand, and (iv) tenable argument, as their Honours' rightfully and correctly recognised that all of the ten remaining allegations were premised on Elder Abuse. Twenty nine (29) allegations were dismissed by the Medical Board and a further fourteen (14) (d) Injustice is compounded within the Law by a judicial system that has regard to decisions and case law, and which quotes such decisions, to which no external quality review or objective and prospective "Evaluation of Decisions" has been applied, to determine whether the decision and findings bear witness to what has been recorded and transcribed and whether such conclusions can be drawn, and the effect of such decisions as to determine "risk" that their Honours Buchanan J. and Nettle J. were wise to and raised, which clearly needs and need to be addressed [39] . (B) In direct contrast to their Honours' awareness shown, and relevance of the Medical Treatment Act 1988, as above, the Medical Practitioner's Act 1994 (MPA), that was renamed as the Australian Health Professions Registration Act (AHPRA) 2010, on which the Medical Board based their decision and still do, as did the Courts and Tribunal, is characterised by the following: (a) The AHPRA (MPA) Act does not even take the patient's views into account, (b) has no contextual reference built into it, and therefore does not have an inbuilt ethical standard to refer to [23] , such that (c) its use opens further opportunity of abuse by (i) vexatious third parties, and (ii) by the Medical Board itself and (iii) concurring jurisdictions, namely the Tribunal and courts, including even the High Court with regard to seeking special leave to Appeal, which abrogated its essential function of acting independently of the courts below, as occurred in this case, (d) at the expense of ensuring an outcome that would ensure the patient's happiness and goals [26] , i.e. according the patient's wishes, which equates with in their "best interest" [25] [26] .
This goal and outcome can be expressed in General Systems terms, as having restored her eco-social [7] situation, in her own home, and constancy of the milieu extérieur [10] as she wanted it, in which she, together with her husband, could now thrive. Her wish, expressed to Dr Myers was that he ensure her return home, "even, if for only a day". Though that day was foreshortened to 15/24 h, by the arrangements the hospital social worker had put in place to cover the hospital's concept of "duty of care", rather than "duty to care" [26] , she achieved her goal to live in happiness in her own home with her husband and invite whomever she wanted to be there, while being cared for according to their own choice.
Documentation of Happiness, as a Goal and for the Record
Unjust and unfair are decisions in regard to appropriate management that fail to take into account contemporaneous reports of "happiness" by the patients themselves or about them by those caring for them at the time [23] . Failure to assess later complaints in that context, promotes maladjusted behaviour in notifiers [23] , does not protect the public, is not in the patient's interest [42] , and does not ensure medical services of a high standard or at all [23] [42] .
Documentation of the patient's own admission of happiness as well as their own contemporaneous documentation and expressions describing their own happiness [23] [45] .
Contemporaneous documentation by a professional and independent third party serves to counter claims "of unhappiness", that psychiatrically disturbed or manipulative patients may claim, either in their own personal settings, in medico-legal claims or clinical settings [23] . The required standard of assessing "happiness" must be contemporaneous. Similarly, anything that provokes levels of unhappiness is to be noted at the time. They ought to be considered as abusive if they cause unhappiness to be voiced, noted or expressed, and where those factors, despite warning, or knowingly related to a person's unhappiness, are continued [23] .
Assessment of this patient using the Functional Mental State Measurement (FMSM), as described above, [29] - [31] , indicated that she retained capacity with good concordance of her own assessment and the examiner's and assessing her answers to lifestyle questions and personal choice with her husband's knowledge of them, and they concurred. She was able to recall her "unhappiness" and to reclaim her "happiness" now.
Conclusion
Ensuring a person's wishes are fulfilled, which is their "best interest" [23] [45] , also referred to as social and psychological wellbeing [46] , and which ensures their happiness, and which offsets disease [2] [7] , offers new avenues of reflection and action that may prevent later development of Alzheimer's Disease. This approach may also serve as a useful standard to guide management of Elder persons, with and without Alzheimer's Disease, and who retain capacity. It may also be applied to the management of egocentric or maladjusted and or manipulative psychiatric patients. Thus, "happiness" may serve as the basis on which to formulate balanced assessments of different psycho-social situations in the patient's best interest, relevant goal setting [23] [25] [26] [28] and audits [32] . By doing so, we can understand the factors involved and that prevent and or delay mental illness and memory loss occurrence [1] [29] , provided they are genuine and are not being manipulative [23] .
